Objective: The objective of this study is to evaluate the efficacy of vascular reconstructive surgery after resection of bone and soft tissue tumors in extremities and the risk of progression to amputation.
Risco de amputação após procedimento de revascularização nas ressecções de sarcoma
Palavras-chave: 
Introduction
Primary malignant tumors of the musculoskeletal system are rare, accounting for 1% of all types of cancer [1] [2] [3] [4] [5] [6] [7] [8] [9] ; surgery is the primary method of treatment. Currently, limb preservation is possible in 80% of cases. A few decades ago, involvement of large vessels by tumors was an indication for amputation. 1, 2, 7, 10, 11 However, with the improvement of imaging techniques and adjuvant treatment, it has become possible to use vascular reconstruction techniques without harm regarding relapse or metastatic dissemination of the disease, which increases the limb preservation rate without compromising survival or recurrence of the disease. 2, [8] [9] [10] Vascular reconstruction in patients undergoing surgery for resection of sarcomas has proven to be a viable method in limb salvage procedures; autologous grafts or vascular prostheses made of synthetic materials, such as polytetrafluoroethylene (PTFE), can be used. 1, [3] [4] [5] [6] [7] [8] [9] 11, 12 Umezawa et al. 1 assessed 23 patients with bone or soft tissue tumors in the lower limbs who underwent extensive resections with vascular structure resection; total amputation was avoided in all patients. Emori et al. 3 evaluated patients with soft tissue sarcomas located in the inguinal region who underwent tumor resection and required vascular reconstruction; in nine of the ten patients in their study, preservation of the affected limb was possible. Other authors have shown good results of vascular reconstruction as a limb salvage technique. 4, 6, 8 Based on these data, this study aimed to assess the risk of amputation after arterial reconstruction in bone and soft tissue sarcomas at the extremities, and the factors associated with failure of the salvage procedure.
Material and methods
This is a retrospective, observational study of data collection in medical records of patients who underwent bone and soft tissue tumor resection from 2002 to 2015.
The study included patients who, during tumor resection, required intervention by the vascular surgery team for a vascular reconstruction procedure; the procedure was indicated prior to or during surgery. Patients in whom the vascular procedure did not require reconstruction (such as arteriorrhaphy), those with incomplete data in the medical record, those with less than six months of follow-up, and those who did not agree to participate were excluded from the study.
The studied variables were: The statistical analysis was performed initially by a descriptive study of frequencies, expressed as mean and standard deviation (SD). The comparative study was conducted initially by univariate analysis using the chi-squared test with or without correction by Fischer's exact test for qualitative variables. Continuous variables were analyzed using Student's t-test. The multivariate analysis was performed using multiple logistic regression, including variables with p < 0.25. The study was performed using SPSS ® software version 21.0 (Chicago, USA), considering as significant p-values ≤0.05.
Results
A total of 279 patients underwent resection of bone and soft tissue sarcomas during the study period. Of these, 13 required vascular reconstruction (12 with inverted saphenous vein graft and one with synthetic graft); all were included in the study. Fig. 1A and B presents images of vascular reconstructions. The patient's age varied from 12 to 68 years; the mean age was 36.46 years and the median, 35 years. Nine (69.23%) patients were male and four (30.77%), female. Six (46.15%) patients had bone sarcoma (one fibrosarcoma, one pleomorphic sarcoma, one chondrosarcoma, and three osteosarcomas) and seven (53.85%) had soft tissue sarcomas (four malignant fibrous histiocytomas, one soft tissue Ewing's sarcoma, one synovial sarcoma, and one hemangiopericytoma). Seven (53.85%) patients underwent radiation therapy (one in the preoperative period and six in the postoperative period), and seven (53.85%) chemotherapy (three in the soft tissue sarcoma group and four in the bone sarcoma group). Epidemiological data are summarized in Table 1 .
Amputation was required in five (38.46%) of the 13 patients that had revascularization procedures after sarcoma resection. Seven patients (53.85%) had soft tissue sarcomas and six (46.15%) had bone sarcomas. All patients who evolved to amputation had bone sarcoma (p = 0.005). Regarding gender, although the five patients who underwent amputation were male, the result was not statistically significant (p = 0.98).
Reconstruction with osteoarticular prosthesis of the operated segment was performed in six (46.15%) patients, all with bone sarcoma; of these, five (83.33%) evolved with exigency for amputation, a statistically significant result (p = 0.005).
Regarding the level of revascularization, in three (23.08%) patients, it was performed at the iliofemoral level, in two (15.38%) at the femoropopliteal, in seven (53.85%) at the popliteal tibial, and in one (7.69%) at the brachial level. Five cases required amputation, one (20%) case with revascularization at the iliofemoral level, one (20%) at the femoropopliteal, and three (60%) at the popliteal tibial level (p = 0.843).
Five (38.46%) of the 13 (100%) cases operated, developed postoperative infection and eight (61.54%) had no infection. A statistically significant association (p = 0.001) was observed between the occurrence of postoperative infection and exigency for amputation; of the five infected patients, all underwent amputation, whereas in the group without infection, none of the patients required amputation.
Seven (53.85%) of the 13 patients had undergone prior chemotherapy and six (46.15%) had not. Of the cases that received chemotherapy, three (42.86%) evolved with exigency for amputation, whereas among the cases that did not receive chemotherapy, two (33.33%) progressed with exigency for amputation. No statistically significant correlation was observed between need for amputation and prior chemotherapy (p = 0.587).
Similarly, no statistically significant correlation was observed between the need for amputation and tumor location (p = 0.80). In the present study, three (23.08%) tumors were located in the popliteal region, two (15.38%) in the femur, four (30.78%) in the tibia, one (7.69%) in the thigh, one (7.69%) in the arm, and two (15.38%) in the inguinal region. Of the five amputations, two (40%) were tumors located in the femur and three (60%) tumors located in the tibia. Table 2 summarizes these results.
Discussion
Vascular reconstruction associated with resection of sarcomas that affect large vessels of a limb has been shown to be a viable method for affected limb preservation. 1, [3] [4] [5] [6] [7] [8] [9] 11, 12 In the present study, five (38.46%) of the 13 patients who underwent reconstruction, progressed to amputation. All these patients had in common the fact that they had bone sarcoma (p = 0.005), had undergone reconstruction with unconventional osteoarticular prosthesis (p = 0.005), had no vascular patency at the postoperative revascularization site (p = 0.032), and presented infection at the surgical site (p = 0.001). None of the soft tissue sarcoma patients underwent amputation; the only patient in the non-amputated bone sarcoma group did not present infection and maintained vascular patency in the graft.
In their study, Emori et al. 3 reported limb preservation in nine out of ten patients with soft tissue sarcoma in the inguinal region; disarticulation was performed two months after the initial procedure in a patient who evolved with local recurrence, graft occlusion, and limb necrosis.
Muramatsu et al. 4 reported that only one patient required amputation seven months after surgery due to progressive deterioration with ischemic limb pain; nonetheless, no patient presented vascular insufficiency in the immediate postoperative period. Furthermore, three cases of infection were identified; in two of them, a synthetic graft had been used for revascularization, which led the authors to recommend the use of autologous vein graft as first choice, in an attempt to reduce the risk of infection.
Spark et al. 6 reported a case of exigency for amputation ten months after surgery due to local occlusion of the vascular graft, secondary to compression caused by tumor recurrence. In their study, the authors reported the use of a distal femoral prosthesis in one case and a total femoral prosthesis in another case; in the former, early reassessment was necessary, as the patient evolved with two episodes of graft occlusion in the first 24 h (one due to compression between the prosthesis and the remnants of muscle and the other due to thrombus formation). In that study, no cases of progression to amputation or infection were reported in patients with total and distal femoral prosthesis.
Nishinari et al. 8 reported that, at 18 months postoperatively, nine of their patients who had undergone resection with venous reconstruction in the lower limbs were alive; one patient evolved to above-the-knee amputation, 11 months after surgery, due to relapse. Among postoperative complications, those authors observed one case of surgical wound infection, which evolved to vascular graft rupture at 21 days after surgery, but did not require an amputation.
Adelani et al. 9 assessed revascularization after resection of soft tissue sarcomas in the lower limbs; only one of 14 patients underwent amputation due to an acute arterial occlusion. However, the authors reported the presence of surgical wound infection in four cases (of these, two of them evolved with infection of the vascular graft, both made from synthetic material) and the presence of thrombosis in five cases. Two patients presented both thrombosis and infection; nonetheless, it was not possible to estimate the cause/effect relationship between the two. It has been reported that the risk of infection with synthetic vascular grafts appears to be greater.
Nishinari et al. 11 evaluated patients with malignant tumors involving large vessels of the lower limbs; only one case evolved with the exigency for amputation due to relapse. No cases of arterial reconstruction occlusion were observed. However, one case of rupture of an arterial reconstruction secondary to infection in a surgical wound was reported; the graft was ligated and satisfactory collateral circulation was observed.
Hohenberger et al. 12 reported a case of amputation due to occlusion of the revascularization graft on the 17th postoperative day. In their study, an infection rate of 21% was observed; in one case of infection, occlusion of the synthetic graft that replaced the femoral vein was reported.
In turn, McKay et al. 7 reported four cases of patients with soft tissue neoplasias in the groin area, who were submitted to resection and vascular reconstruction; the procedure was successful in preserving the limb in all cases. No postoperative amputation was required during that study and no arterial occlusion or anastomotic failure were observed in the reconstructions.
In the assessed studies, the main risk factors for amputation after tumor resection surgery and vascular reconstruction for limb preservation appear to be local tumor recurrence, occlusion, and loss of graft patency.
However, in the present study, it was observed that, in addition to loss of patency, there appears to be a statistical significance between local infection and amputation. Of the five cases that evolved with exigency for amputation, four (80%) presented infection and loss of patency; one case (20%) presented infection with preserved patency. Therefore, in the present study, infection was a risk factor for the need of amputation. Inadequate vascularization may increase the risk of infection; infection may also compromise graft viability.
Another risk factor observed in the present study was the presence of bone sarcoma, necessitating an unconventional osteoarticular prosthesis to replace the resected bone. Of the six cases treated with prosthesis, only one (16.67%) did not undergo amputation; this patient presented vascular patency and did not evolve with infection. Moreover, all cases requiring amputation had in common the use of unconventional osteoarticular prosthesis due to resection of bone sarcoma and infection. In the group of patients with soft tissue sarcoma, none evolved with amputation or infection; the only case without graft patency did not require amputation, as there was satisfactory collateral circulation.
Loss of patency and infection are risk factors for amputation, as well as tumor recurrence, that were observed in cases of amputation reported in other studies. 3, 6, 8, 11 The fact that the use of unconventional osteoarticular prosthesis in case of bone sarcomas appears to be a risk factor, may be associated with prolonged surgery time and the presence of more inert biomaterials, with the possibility of infection associated with the implant.
Conclusion
In the present study, the risk of amputation was 38.46%.
The occurrence of infection appears to be one of the main risk factor for revascularization failure, especially in cases of bone sarcoma in which vascular reconstruction is performed together with the use of unconventional joint prostheses.
